Delivery of perinatal care'
In a well attended meeting on 25 January 1980, the Sections of Paediatrics and of Epidemiology and Community Medicine started by considering perinatal mortality rates, which throughout the United Kingdom are significantly higher than those in Holland and the Scandinavian countries.
Professor Eva Alberman pointed out the wellknown fact that the infant mortality rate in England becomes higher as one moves north; thus the infant mortality rates for East Anglia and Oxfordshire are 13, for Yorkshire 16, and for the North-west 18.
The social class gradients also parallel mortality rates; there are big differences in different parts of the country. Birthweight usually increases with parity, and thus compensation is needed for factors such as these which are acting in districts such as Liverpool. The question ofthe quantity and quality of medical care also comes into play: the general practitioner list numbers are higher in the north than in the south. Professor Alberman also made the interesting observation that the ranking of mortality of males between the ages of 45 and 54 was parallel to the infant mortality rates in the regions she quoted.
In interpreting rates for different parts of the country, as indeed with all the rates that are quoted in this field, there is a very great tendency to oversimplify; even more so to assume that a statistical correlation implies a causal relationship -a fallacy that was evident in many of the papers presented at this joint meeting. However, throughout the whole afternoon there were a few correlates that were accepted by all, the chief of which was that the major problem lay in the field of the young mother and those who came under obstetric care late but, even in this area, the question of cause still needs elucidation.
Miss Morale in the midwifery profession is at a low ebb; there are insufficient recruits and for this there are probably a large number of reasons. These include perhaps lack ofjob satisfaction; the changing role of the midwife; and a trained nurse can probably earn more money by staying in general nursing than she can by taking a midwifery certificate. The leaders in midwifery are fearful that if appropriate steps are not taken the profession in this country could be on the decline. In hospital and some general practice prenatal clinics midwives do little more than weigh the patients, take blood pressures and test urines. Midwives are trained to take a more active part in the management of the pregnancy, delivery and care of the newborn and the nursing mother. If they were involved more actively in the routine management, they would release the obstetrician to concentrate on 'at risk' patients.
The obstetrician's viewpoint was given by Professor R W Beard of St Mary's Hospital. An important current issue in obstetrics is that of fetal monitoring. But, should every child be monitored antenatally or during labour? At the present time, in most areas, 30% of labours are monitored but, in a small number of units, this rises to 90%. There is little doubt that, where fetal monitoring is practised on a high proportion of infants, the Caesarian section rate is increased. Does it follow that a high use of monitoring leads to better care? There have been many series in which it has been demonstrated that the complication rate in high-risk cases has been considerably less than would be expected, but there have been no controls and the level of general care in the research units cannot be taken as the norm.
Professor Beard presented some interesting figures from St Mary's Hospital showing a very low level of intrapartum death during the past few years, since monitoring had become routine in the unit. It was, however, interesting to note that the last few years had seen certainly no diminution in post-neonatal deaths from the same unit. Much of the information available comes from units rather than communities. Since we have monitors, they are certainly going to be used, but the role of the monitor in obstetrics still requires definition. Although the evidence for the value of fetal monitoring in the high-risk cases seems irrefutable, the evidence in the low-risk group is still debatable.
The case for wholesale monitoring is safety. Some believe that, at present, the only means of eliminating asphyxial intrapartum stillbirth is to monitor the babies of all labouring women.
Some of the factors related to the variations in women's experiences of child-bearing were pinpointed by Dr Ann Cartwright, whose observations were based on interviews with the mothers of a randomly selected national sample of 2182 births in 1975. In attempting to reverse the national trend of later and less frequent attendances for antenatal care by the high-risk groups, a more positive attitude towards their medical care and particularly to the way they are treated as people needed to be developed. General practitioner care was considered more satisfactory, the women's assessment being influenced by the time kept waiting before being seen (average hospital waiting time was over an hour).
Sources of information about the process of having a baby varied with social class, the predominant source for middle-class women being reading matter. Working-class women got most of their ideas from discussions with people, although Social Class V women were least likely to have had discussions with their GP or other 'health teaching' personnel. Working-class women were not only deprived of information, but felt themselves to be deprived of it. Social class was also strongly related to whether or not the husband was present during labour; 77%O of middle-class women and only 45% of those in Social Classes IV or V had their husbands present. However, the great majority of women in all classes, given the opportunity, would have liked their husbands to be present.
Most of the women who had been able to hold their baby immediately after birth were enthusiastic about it, but the proportion that achieved this varied in different units from 9% to 62% -an apparent effect of hospital policy rather than medical needs. While breastfeeding also was related to social class, the intention to breastfeed was proportionately the same in women delivered in hospital and those who had home births, but more of those delivered at home attempted to breastfeed and succeeded in doing so for longer periods.
The women tended to be conservative about their preferences should they have another baby, the majority opting for the same arrangement as the last time. This was so if they had had their baby at home or in hospital, if they had had an epidural or not, and if they had not had an induction. However, this did not hold true for those who had been induced; only 17% of these women said they would prefer an induction in their next pregnancy.
Professor E 0 R Reynolds of University College Hospital spoke about the intensive care of small, ill babies. It has been found that between 1% and 3% of all newborn babies need intensive care if they are to survive intact. Professor Reynolds has pioneered a unit receiving referrals of mothers with high-risk pregnancies and sick infants from eighty hospitals within a radius of seventy miles, mostly infants of very low birthweight having serious breathing problems. With the use of modern technology, particularly the continuous monitoring of arterial oxygen and carbon dioxide tensions and the development of effective methods for mechanical ventilation, it has become possible to surmount the respiratory difficulties of most babies. The main concern now was to protect the vulnerable brain against haemorrhage or infarction during the first few critical days of life. An excellent image of the brain can be obtained using portable ultrasound apparatus and the auditory and visual pathways can be tested by eliciting evoked responses. The presence of damage and the evolution of lesions in the brain can thus be investigated. In the future cerebral damage should become easier to prevent. Professor Reynolds said that since 1966, when intensive care was first introduced at UCH, the survival rates of infants of very low birthweight ( 1500 g) had increased to much above the national average. The incidence of major handicap at follow up had remained low at 10% (6% severe enough to prevent attendance at normal school). Preliminary results from a prospective study using brain ultrasound suggested that infants destined to have major handicaps could usually be detected very early in life, a finding which, if substantiated, would have clear implications for the management of the infants.
He ended by stressing the vital importance of encouraging parents and siblings to visit as often as possible infants in intensive care units, and he made a plea for the accelerated development of a proper nationwide, regionally planned, service for sick infants. Only by providing such a service would the goal of maximal survival ofthese infants accompanied by minimum handicap-rate be achieved. Because ofthe reduction in the incidence of chronic handicap that could be achieved, such a service was needed not just for humanitarian reasons, but also because it was likely to prove highly cost-effective.
Dr N R C Roberton, a paediatrician who deals with most of the newborns in Cambridge, agreed with Professor Reynolds that 1-3% require intensive care. There were also some babies requiring special care who developed incidental disease in the newborn period, but, to him, the special and intensive care units should only be used when there were very definite indications. He was disturbed by the danger of infection, the problems of separation from parents, and the problems related to the pressure of work in such units. He quoted work in which it was suggested that 20% of babies in some units had been quite unnecessarily separated from their mothers, which was not to their advantage. He considered that there was a large group of babies who fell between those generally requiring special and intensive care and full-term, obviously normal babies, such as asymptomatic babies in the range of 2-2.5 kg. For these he advocated not an intensive care unit but a transitional care ward, where the mother and child can be nursed together and where, under skilled supervision, the mother can be shown how to care for smaller babies or those with minor symptoms. In Dr Roberton's experience, mothers can be trained to do almost anything that a nurse can do, including tube feeding.
The Health Service personnel concerned with childbirth are many, and it was illuminating to see how different groups were very much concerned with their own internal problems; yet we were presented with very little positive information that would help us in formulating any plan for prevention. It seemed that neither midwives nor health visitors were happy about or certain of their current roles. Where did all this leave us? Many felt that the evidence available is grossly inadequate for formulating policy and, indeed, for deciding who should do what and when. Figures from highly specialized, high-power units with very selective groups of patients can have very little relevance to a general, small, peripheral community.
Dr K A Winship, in discussing the thoughts governing the current DHSS approaches to the problem, revealed what seems to be a very sane, middle-of-the-road approach. She pointed out that the main concern of the' DHSS was the uptake of antenatal services. There is a' need to bring the obstetrician nearer to the patient rather than take the patient to the obstetrician. Dr Winship saw the need for shared care, where the obstetrician could share with the general practitioner the antenatal and follow-up care of mothers nearer their homes. The provision and location of special care units needed considerable rationalization. The majority of such units at the present time have only a 50% occupancy; she felt there was a need for more intensive care cots in regional units but with satellite local units.
One of the most important messages from the meeting seemed to be that in order to reduce the perinatal mortality rate, Social Class V women needed to be brought up to the standards of Social Classes I and II by making certain that they had good antenatal care. It was therefore disconcerting to hear Professor Alberman say that while this would help, what was really needed was better preconceptual care -but we agree with her. More than half the patients who are prescribed medicines do not understand what they are taking, why they need them and how they should be taken. Some action must be taken to correct this potentially dangerous situation by giving simple written instructions supported verbally by doctors and pharmacists. There had been much talk, the. problem was recognized and pilot studies should now be set up to test various schemes, so that the most practicable could be adopted. These were the overall conclusions of a symposium organized by the Medico-Pharmaceutical Forum and held at the Royal Society of Medicine on the 4 June. It was attended by representatives of patients, consumer groups, social workers, manufacturers, pharmacists and doctors.
The problem was clearly defined by Dr P Ley who analysed published studies showing that only 18% of patients were fully informed about their prescribed medicines and 50% could not even understand the label. As might be expected, lack of understanding led to errors in taking medicines.
Examples of such errors were illustrated by Dr Harry Levitt, who pointed out that it was no good asking patients if they understood, as they would rarely admit to confusion, and Dame Elizabeth Ackroyd underlined the way in which instructions could be misunderstood by most patients visiting their doctors.
